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Objectives

specific anator 1d physiologic



Disclosures

d bariatric surgeon



Aging lacts

Increasing fastest in all developed

psts 3X more for patients over 60



Definition

1 what constitutes “elderly”
physiologic age

hmark: 65 years old
ntly 14% of MT population, will be 20% -



old until you’re old.”

Issoula resident



SPH [rauma Patients By Age
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81% 81% -

m0-64 m % over 65



SPHrauma LOS By Age
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SPHAverage ISS Per Age
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Case

Coumadin for A-fib
Is and strikes left hip/pelvis
‘more run, s home
after getting out of the hot tub
es




UGN

Decreased VC, FRC, FEV &
diffusion capacity

Blunted response to hypoxia
and hypercarbia

caraiovascular

Stiff, noncompliant
myocardium

Decreased cardiac output

Decreased sensitivity to
endogenous catecholamines

Drugs’ effects
Increased SVR

Baseline HTN



Neurologic

30% by age 70
Iral hematomas






¢s of Under Iriage

jury with even minor trauma

’ vital signs don’t mean normal physiology

soclal biases



Increased mortality



Prehospital Considerations

= major injury

d pulmonary reserve = heightened awareness
atory support/early airway

ashold for trauma team activation
L ow threshold for Trauma Center transfer



History

but also what happened before
IS, anticoagulants, etc.)

ognitive, motor function
Directive/POA



the same



Alrway

v/C-spine
pharyngeal mucosa/? Anticoagulants
spine injury with minor trauma

hold for alrway




reathing

ndatory
for early airway control

ries occur e frequency as younger

lerated
pain relief




“irculation

does not exclude shock

portant

1Cts early in primary survey (FAST,
deficits, serum lactate)

ely resuscitate
Hypotension/acidosis less tolerated



Disability

nction does not exclude ICH
nlicate assessment
Jatients with head trauma

T for all elde



ticoagulants

trauma patients
C + Vitamin K

No reversal a |
edications currently have no reversal agents
rotocol greatly improves outcomes



rotocol Example

head trauma rapidly triaged one
anticoagulated



Xposure

rrier |
1d healing



Cts/kyphosis can predispose to cord injury
'way to image elderly C-spine



Clhest Injuries

2ases, so does mortality
er rib if over 65 per HMC study in 2000)

eshold for admission
eshold for transfer to higher level of care

ConS|der ICU, epidural catheter, early mechanical
“ventilation



raabdominal Injuries

ounger patients
“AST may be helg
r CT in stable patient

idates for non-operative management of
an injuries




until proven otherw
)ne to bleed/aggressive angioembolization



Considerations

tabolism so decrease narcotic dose

1ce cleared



Summary

Injury with minor trauma
JIC reserve
or CT, rapid reversal protocol

5t injury/rib fractures - Consider higher level of
CU admission, early epidural

organ injuries - More likely to be occult -
ement same as with younger patients

- High index of suspicion even with minor
trauma - CT preferred modality

= Factor age In trauma team activation, triage and
transfer



‘Summary

1d appropriately, most injured
rn to their pre-injury status






need a bigger boat”






)bjectives



Normal Weight
(BMI* 18.5 to
24.9)

Deorees of Obesity

Overweight

(BMI 25 to 29.9)

Obese
(Class I)

(BMI 30 to
34.9)

Obese Extremely Obese
(Class II) (Class IlI)

(BMI 35t039.9) (BMI 40 or more




Obesity Trends* Among U.S. Adults
BRFSS, 1990, 2000, 2010

(*BMI >30, or about 30 |bs. overweight for 5’4" person)
2000

[JNoData [Tj<toss [ 10%-1e% [ 1s%-19% [T 20%-2e% [ 25%-20% [ z30% |

g

Source: Behavioral Risk Factor Survelllance System, COC,




Medical Complications of Obesity

Idiopathic intracranial
hypertension

Stroke
Cataracts

Pulmonary disease
abnormal function

obstructive sleep apnea
hypoventilation syndrome

Nonalcoholic fatty liver Coronary heart disease

dlseasle <— Diabetes
steatosis = _
steatohepatitis ‘ ' DySIIpldemla
cirrhosis < Hypertension

Gall bladder disease Severe pancreatitis

Cancer

breast, uterus, cervix

colon, esophagus, pancreas
kidney, prostate

Gynecologic abnormalities
abnormal menses

infertility

polycystic ovarian syndrome

Osteoarthritis o
/ Phlebitis
Skin venous
stasis

Gout

Source: www.obesityonline.org




Il'Vs. MORTALITY

pnential Increase in Risk

1 High risk
— — M Medium risk
| O Low risk

BMI (kg/m?)

Source: NIH, NEJM, 1995.






1ary Pathophysiology

al residual capacity
nuscles

1ypoventilation syndrome
ction



Gl Pathophysiology



Renal

‘athophysiology

glomerulopathy



etabolic Syndrome

Ory state
leasing cytokines
) HTN, insulir ance, hypercoagulopathy,

Ses to MSOF



‘ and Seat Belt Use

0% utilization

10NS



ry Patterns

bdominal injuries
¢ fractures



Outcomes



‘are the same,

= difficult






Alrway

Ified as a significant risk factor in

g airway while maintaining C-spine
lons may be challenging

nay be challenging

genate

5 Most experienced personnel with a plan

“®m Ramping

= Succinylcholine dose based on actual weight
= Surgical airway possible but challenging



reathing

Imonary disease = pre-oxygenate

compression

es challenging

ndelenburg best position
on IBW




circulation

eight limits



1CU Considerations



parents warned us about”



